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G 000 INITIAL COMMENTS G 000

 This was a home health federal complaint 

investigation. 

Complaint IN00148231 - Substantiated: No 

deficiencies related to the allegation are cited.

              

Survey Date: July 11, 2014

Facility #004282

Surveyors: Linda Dubak, R.N.

     Public Health Nurse Surveyor 

Best Choice Home Care was found to be in 

compliance with the Conditions of Participation 42 

CFR 484.12, 484.18, 484.30, 484.48, and 484.55 

as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

July 18, 2014
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